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SECTION 1: Executive Summary 
 

This evaluative report presents the lessons learned from Irise International’s experiences of applying the 

REPLACE approach – a cyclic framework for social norm change which systematically incorporates 

community engagement and community participatory action research (CPAR) in all stages of project 

design, implementation, and evaluation. Interviews and focus group discussions with those involved in 

operationalizing the REPLACE model (Irise staff and community champions) in addition to analysis of 

existing Irise datasets and internal planning and evaluative documents were used to inform this report.  

 

Learning Objectives: 

 

- To understand how Irise International adapted the REPLACE approach to menstrual health. 

- To evaluate the strengths and limitations of Irise’s adaptation. 

- To present generalisable lessons learned from the project, accessible to other organisation’s and 

practitioners interested in the REPLACE approach. 

- Understand what aspects could be improved in future adaptations of the REPLACE model, 

particularly in relation to Irise’s future operations.  

 

Key Findings: 

 

1. Despite the disruption caused by the COVID-19 pandemic, there is adequate evidence to support 

the preliminary hypothesis that the REPLACE approach assists in dismantling harmful social norms 

surrounding menstruation. 

2. Progress appears to have been made since the midway evaluation of the menstruation friendly 

school project. This midway evaluation raised concerns that improvements in the community (i.e. 

social norm change, attitude changes) had not taken place as quickly as improvements in schools 

(i.e. knowledge around menstruation, absenteeism, school facilities and support). There is 

evidence to show that significant progress towards dismantling the menstrual stigma has now 

been made.  

3. The Community Readiness to Change approach to behaviour change proved particularly useful to 

the Irise East Africa team and enhanced the menstruation friendly schools project in REPLACE 
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communities in terms of sustained community engagement and discernable monitoring and 

evaluation activities.  

4. The COM-B model of individual behaviour change did not add much, if any, value to Irise’s 

operationalization of the REPLACE model.  

Recommendations: 

1. Steps can be taken to explore trailing the REPLACE approach with more scrutiny involving 

academic support. A randomized control trial style intervention project would help determine the 

effectiveness of the REPLACE model statistically.  

2. In future iterations of the REPLACE approach, the COM-B model should be reviewed in line with 

specific organizational capacities, capabilities, and requirements. 
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SECTION 2: Background to the REPLACE approach 
 

The National Institute for Health Research (NIHR) recognises that the process of ‘doing’ community 

engagement can be messy and consequently advocate for a ‘learning by doing’ method1. This evaluative 

report summarises the lessons learned through Irise International’s operationalization of the REPLACE 

model; a community-based behaviour approach developed to contribute to the end of female genital 

cutting (FGC) in Europe.  

The key aspect of this approach is its participatory nature which assumes that if members of a community 

support and enforce a social norm (i.e. unwritten rules about how people are expected to behave) then 

they are key to overturning it2. The approach was implemented and evaluated in five European Union (EU) 

countries between 2010 and 2016 with eight different communities affected by FGC3. This project resulted 

in the creation of the REPLACE approach handbook: a guide which was developed, trialled, improved, 

implemented, and evaluated over 7 years between 2010 and 2016.  

The REPLACE approach uses a circular framework informed by a combination of individualistic and 

societal-based behaviour change theories to transform the social norm being addressed4. Of high 

importance is the assumption that a change of behaviour in who the model calls ‘change agents’ 

(community leaders, influential people, and ‘peer group champions’) will influence the behaviour of other 

community members. The model seeks to identify these influential people by consulting with their 

communities in element 1 of the cycle, demonstrated in figure 1, and maintains these individual’s 

involvement throughout. This is a particularly important exercise in light of the call to ‘Leave No One 

Behind’ within the Sustainable Development Goals; an objective which mandates community engagement 

from planning to implementation to evaluation5. 

 
1 Erica Nelson, “A Resource Guide for Community Engagement and Involvement in Global Health Research,” 2019, 
https://www.ids.ac.uk/publications/a-resource-guide-for-community-engagement-and-involvement-in-global-health-research/. 
p5 
2 Hazel Rose Barrett et al., “Transforming Social Norms to End FGM in the EU: An Evaluation of the REPLACE 
Approach,” Reproductive Health 17, no. 1 (2020): 1–16, https://doi.org/10.1186/s12978-020-0879-2. 
3 Barrett et al. 
4 Barrett et al. 
5 Nelson, “A Resource Guide for Community Engagement and Involvement in Global Health Research.” 
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In depth instructions are provided in the freely available REPLACE Community Handbook6 but each 

element of the approach can be summarised as follows: 

2.1. Element 1: Community Engagement 
 

This first stage of the REPLACE Approach is key to gaining the community’s trust and involvement in the 

project and actively acknowledges that communities already have an existing wealth of knowledge and 

resources that can be harnessed7. Community engagement is underpinned by four key principles8: 

1. Inclusion – The involvement of different individuals or groups affected by a social norm (FGC in 

original development of model) regardless of their position in society. 

2. Respect – Recognising the autonomy of community members decisions on issues that affect them 

and their ability to catalyse change whilst respecting their knowledge and resources. 

3. Empowerment – Adequate measures taken by implementing partner to ensure community 

members have resources and education they need to engage effectively in project. 

 
6 Hazel Rose Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU” (Coventry, 
2015), www.replacefgm2.eu. 
7 Barrett et al. 
8 Barrett et al. p40 
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Figure 1: Adapted Version of the REPLACE 
Circular Framework5. 
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4. Transparency – Community members are adequately informed about the intervention project, 

including its purposes and limitations. 

Community leaders, influential people, and peer group champions (or ‘change agents’ as they are referred 

to in the REPLACE handbook) are identified by the communities and trained by REPLACE facilitating 

partners. The REPLACE handbook provides ample resources on effectively engaging the community9 

around three broad processes: 

1. Knowing the target community 

i) This refers to a group of people who live in a specific geographical area or share a common 

interest, belief, experience, or characteristic. 

ii) Stakeholder analysis can be undertaken to answer the questions: who is the target community 

of the intervention? What are the characteristics of this community?  

 

2. Engaging with the target community 

i) After community-based researchers and champions have been recruited, they organize 

meetings between intervention team and key influential people in the community (e.g. cultural 

leaders, religious leaders, opinion leaders) as well as subsequent larger events with the wider 

community. 

ii) In these meetings the aim of the project is explained and cooperation and support from 

community members is sought.  

 
3. Monitoring and evaluating the community engagement process 

i) This is to ensure engagement activities are adapted appropriately to the culture and traditions 

of the community in order to improve future engagement activities. 

ii) This can involve the completion of individual evaluative forms before and after engagement 

activities or participatory group discussions. 

In this stage, community champions are trained in the context and background of the social norm, the 

REPLACE approach, as well as the practicalities of participating in the project (i.e. ethics, risk 

assessment)10. 

 

 
9 Barrett et al. 
10 Barrett et al. p51 
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2.2. Element 2: Understanding the Social Norm Perpetuating a Behaviour 
 

In this stage, community participatory action research (CPAR) is used to identify the belief system and 

community enforcement mechanisms which perpetuate the social norm or behaviour (e.g. FGC)11. CPAR 

is particularly useful in the context of complex and nuanced social norms as it allows for community 

members to be actively involved in exploring the challenges they face, building actionable insights as they 

do so12. The REPLACE handbook provides resources on how to undertake successful CPAR in three phases 

of activities: 

- Training of community-based researchers and research preparation 

o Both academic and practical training to assist community researchers in presenting 

community knowledge through effective information collection and analysis. 

o Focus group discussions and narrative interviews, as well as other CPAR methods such as 

drawing or storytelling, may be drawn upon13.   

- Information Collection 

o Development of topic guides on the social norm being investigated with the active 

involvement of community champions and researchers. 

o Recruitment of participants across genders, age groups, and marital status using appropriate 

sampling techniques (e.g. snowball sampling, self-selection sampling) 

- Information Analysis and Interpretation 

o REPLACE recommends using a thematic approach for data analysis and structuring the 

information gathered according14. 

o Qualitative data gathered previously should be analysed to facilitate some form of 

explanation and meaning in terms of targeting the social norm. 

The information collected during this stage is vital to ensuring the cultural appropriateness of intervention 

activities whilst empowering and motivating community members to reflect on and challenge their own 

belief systems15. 

 
11 Barrett et al., “Transforming Social Norms to End FGM in the EU: An Evaluation of the REPLACE Approach.” 
12 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” p53 
13 Barrett et al. p63 
14 Barrett et al. p72 
15 Barrett et al., “Transforming Social Norms to End FGM in the EU: An Evaluation of the REPLACE Approach.” p4 
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2.3. Element 3: Community Readiness to End Behaviour 
 

Stage 3 of the REPLACE approach is resource heavy and it is recommended that the REPLACE toolkit is 

drawn upon to facilitate understanding of this pivotal stage. Examples of how Irise International adapted 

the appropriate resources are provided in appendices 4, 5, and 6. However, a broad understanding is 

facilitated by the following figures.  

  

 

The community readiness to change model is multi-dimensional, assessing six dimensions of change (A-

F). These are then scored on a scale of 1-9, presented on the right-hand side of the above diagram.  

The REPLACE model assumes that the community’s stage of readiness to change gives an insight into 

where the community is on a continuum of transforming a particular social norm (e.g. FGC or menstrual 

stigma). As a result, the content of activities and intervention design can be informed according to the 

below model, adapted from the original formulation of REPLACE in reference to FGC:  

Figure 2: Dimensions of Change and Readiness to Change Model (source: REPLACE handbook p79). 
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Communities are put at the centre of this model which can be used as an evaluation tool later in the 

REPLACE cycle to indicate if there has been a shift in community readiness to change. 

 

 

Figure 3: Community Readiness to Change model (REPLACE) 
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There are five steps in element 3 of the REPLACE cycle: 

1. Representatives of different segments of communities are identified (e.g. different genders, ages, 

generations, occupations) and 5-10 people of these individuals are involved in the readiness to 

change assessment research activities. 

i) The community readiness to change model should be explained to these individuals and their 

consent to be involved obtained. 

ii) These individuals are disaggregated by a characteristic (e.g. age or gender) for focus groups. 

2. Community-based researchers undertake interviews and/or FGDs with these recruited individuals. 

3. Community readiness interviews or FGDS are performed using 24 questions16 organized by the 

dimensions in figure 2 (see appendix x for Irise’s adaptation of these questions in relation to 

menstrual health). 

4. Independent scorers are identified and are familiarised with the REPLACE model. (Recommended 

two scorers per community).  

5. Independent scorers assess the interviews/ FGDs. Scores are then discussed and averaged, and the 

community is allocated a stage of readiness to change17.  

 

2.4. Element 4: Intervention Development 
 

Intervention development can begin during element 4, drawing on the outcomes from the work 

completed in elements 2 and 3. Success is dependent on the buy-in through the community engagement 

activities in element 1. 

Community champions and others from the affected community must work together to identify an 

appropriate target intervention action(s). These actions correlate with the stages of the community 

readiness to change model. A target action can be anything that has the potential to engage people on 

the issues and persuade more people of the harmful nature of the social norm in question. Examples of 

intervention activities are provided on page 93 of the REPLACE handbook18 and include visits with 

community leaders, local education and/or health outreach programmes, organisation of community 

events, and engagement with local media sources. 

 
16 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” P82 
17 Barrett et al. p90 
18 Barrett et al.  
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A key aspect of this element is understanding the factors that may prevent community champions and 

other community members from engaging in identified intervention activities. The REPLACE approach 

uses the COM-B model19 of individual behaviour to support this endeavour, as outlined in figure 4 below. 

The model proposes that for a behaviour (i.e. target intervention activity) to be successfully enacted, then 

three components must be present. People must be capable of performing an action, motivated to want 

to do so, and have the opportunity to perform the behaviour. 

 

 

 

 

 

 

 

 

 

Figure 4: COM-B Model (REPLACE handbook p96, adapted from Michie et al., 2014) 

 

These elements can be further divided as follows20: 

1. Capability 

- Psychological capability (knowledge, skills, understanding, ability etc) 

- Physical capability. 

2. Motivation 

- Automatic (passive) motivation i.e. wanting to do something out of habit and able to do it 

without using effort 

- Reflective (active) motivation – includes positive evaluations of performing the behaviour 

through effort and thought. 

3. Opportunity  

 
19 S Michie, L Atkins, and R West, The Behaviour Change Wheel: A Guide to Designing Interventions. (London, 
England: Silverback Publishing, 2014). 
20 Michie, Atkins, and West. 
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- Social opportunity – opportunities created by interaction of networks (family, peers etc) and 

the existence of social norms to support behaviour. 

- Environmental opportunity – those created by the physical environment (i.e. objects, services, 

resources, locations). 

 

The COM-B assessment helps identify where community champions and other community members need 

support in order to carry out intervention actions and/or change their behaviours and is therefore a key 

part of collective community-level behaviour change as well. If any of these components (capability, 

motivation, opportunity) are absent, then the behaviour will not happen21. The REPLACE handbook 

instructs that an assessment questionnaire22 is used when conducting focus groups with groups of 

community champions, community members, and community leaders, as well as in one-to-one interviews 

where appropriate. Irise adapted this questionnaire in relation to menstrual health, provided in appendix 

8.  

 
The REPLACE handbook introduces a list of behaviour change techniques (BCT) that have been previously 

identified as useful ways to improve capability, motivation, and opportunity (page 100 of REPLACE 

handbook23). Irise’s adaptation of these BCTs in relation to menstrual health can be found in appendix 10. 

Intervention activities can be informed by this list, although the focus should continue to be on promoting 

community ownership of all intervention activities. 

 

2.5.  Element 5: Intervention Delivery and Evaluation 

 

During element 5, the planned intervention activities in element 4 are implemented and subsequently 

evaluated. Notably, the intervention activities differed in all communities part of the initial trial of the 

REPLACE approach in relation to FGC24, demonstrating the value of actively including local individuals 

specific to each community with in-depth knowledge of social norms. Systematic evaluation takes place 

alongside these activities in order to assess whether intervention activities have successfully brought 

about change and whether or not the expected changes occurred in the way that was anticipated.  

 
21 Barrett et al., “Transforming Social Norms to End FGM in the EU: An Evaluation of the REPLACE Approach.” P7 
22 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” p97 
23 Barrett et al. 
24 Barrett et al. p113 
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It is recommended that the community readiness to change assessment is carried out for a second time 

after intervention delivery as part of evaluation efforts in addition to focus groups with community 

members and champions to understand how they experienced intervention activities. In particular, 

evaluation efforts are interested in how community members perceive the intervention(s) to have 

influenced their own thinking and behaviour in relation to the social norm being addressed as well as how 

they perceive the thinking of those around them to have changed. Questionnaires pre- and post-

intervention activities are also recommended to assess individual level change. Ideally, comparator groups 

should also be given these questions (groups who have not received intervention activities)25. The 

REPLACE handbook also recommends that all instances of intervention activities are recorded on a 

spreadsheet, including the number of community events held and the number of people who attended, 

to see if engagement increases over the lifetime of the project. This evaluative process can help inform 

the next cycle of the REPLACE framework.  

  

 
25 Barrett et al. p116 
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SECTION 3: Why REPLACE and Menstrual Health? 
 

 

The original formulation of the REPLACE approach acknowledges the complexity of female genital cutting 

(FGC) as a cultural practice, consequently drawing on both individualistic and community focused theories 

of behaviour change26 in line with existing learning on what makes a successful FGC intervention27. The 

Irise team drew similarities between these dual behavioural aspects of FGC and menstrual stigma - 

individual choices in terms of hygiene practices, help-seeking behaviours, and broader experiences of 

menstruating individuals had been demonstrated in Irise’s previous work to be shaped by broader, 

community-level issues of taboo and stigma. The individual choice remains but it is heavily dependent on 

socio-cultural environments. The decision to utilise REPLACE was part of a conscious effort to incorporate 

these behaviour change approaches into programming in a way that could be convincingly evaluated and 

consequently generate evidence on how to successfully incorporate community engagement into 

menstrual health intervention projects. The systematic evaluative framework of the REPLACE model 

provided a clear guiding framework which allowed for strong monitoring and evaluation procedures. 

Previous research demonstrates that menstruation related social norms are complex. We know from both 

anthropological research28 and contemporary menstrual health related research and programming that 

sociocultural values and practices surrounding menstruation differ to some extent across and within 

contexts and groups. This mandates an approach which engages key community members in the process 

of fully comprehending the community-specific nuances of menstrual social norms29. A key strength of 

 
26 Barrett et al. p16 
27 World Health Organisation, “Global Strategy to Stop Health-Care Providers from Performing Female Genital 
Mutilation” (Geneva, Switzerland, 2010), 
https://www.who.int/reproductivehealth/publications/fgm/rhr_10_9/en/. 
28 Thomas Buckley and Alma Gottlieb, Blood Magic: The Anthropology of Menstruation, ed. Thomas C T Buckley 
and Alma. Gottlieb (Berkeley ; University of California Press, 1988). 
29 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” 

“I think everyone talks a lot about stigma in menstrual health specifically as this ethereal or quite 

poorly defined thing. And I think, actually, these things can be defined and measured. And I think 

you can put in place quite structured initiatives to address it. Some of it is about learning from other 

sectors and trying to bring that learning into menstrual health - actually there's loads of learning 

about stigma from other places […] We can’t just leave stigma hanging there but also, we don't need 

to reinvent the wheel. It is actually just about adapting what's working in other spaces.” 

 

- Irise International, UK staff member 
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the REPLACE approach is that it does this explicitly by acknowledging that community members are best 

placed to understand the disparate and often contradicting beliefs and enforcement mechanisms30 that 

surround menstruation and its associated social norms. It has been suggested that the cultural variability 

and flux surrounding complex socio-cultural systems is actually an opportunity for change rather than a 

hurdle, with some researchers recently hypothesizing that dynamic cultural practices are more open to 

change than initially thought because of their variability31. 

To date, there have been no trials of interventions specifically designed to target stigma as a vitally 

important barrier to menstrual health32. Prominent menstrual health researcher Julie Hennegan recently 

called for this research gap to be filled, advocating for exploration of interventions specifically targeting 

menstrual stigma and how these influence hygiene practices, help-seeking behaviours, and menstrual 

experiences of menstruating individuals33. Although the provision of statistically robust evidence on the 

success of the REPLACE approach in transforming menstrual stigma and consequently influencing these 

behaviours is beyond the scope of this evaluation, appraisal of the application of the REPLACE approach, 

as presented here, provides a first step to explore the opportunities and challenges of explicitly targeting 

stigma through systematic community engagement and community participatory action research (CPAR). 

As outlined in section 5, a key advantage of the REPLACE approach is that it provides a systematic 

framework for CPAR which often proves difficult to perform in any meaningful way34. 

  

 
30 Barrett et al. p22 
31 Barrett et al., “Transforming Social Norms to End FGM in the EU: An Evaluation of the REPLACE Approach.” P2 
32 Julie Hennegan, “Interventions to Improve Menstrual Health in Low- and Middle-Income Countries: Do We Know What 
Works?,” in The Palgrave Handbook of Critical Menstruation Studies (Springer Singapore, 2020), 637–52, 
https://doi.org/10.1007/978-981-15-0614-7. p646 
33 Hennegan. p646 
34 Jacques M Chevalier and Daniel J Buckles, Participatory Action Research: Theory and Methods for Engaged 
Inquiry (Taylor and Francis, 2019), https://doi.org/10.4324/9781351033268. 
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SECTION 4: Implementation by Irise 
 

4.1. Background to the Project 
 

The communities in which the REPLACE approach was trialed were part of a larger, UKAID funded project 

piloting a package to build the capacity of schools to support girls during menstruation. This broader 

project aimed to implement a package addressing inadequate provision for adolescent schoolgirl’s 

menstrual needs and focused on building the capacity of schools to ensure girls have access to products, 

information, and the support they need in the long term. This process was to be catalyzed by breaking the 

menstrual taboo through engaging parents and teachers in creating a ‘menstruation friendly’ school35. 

The planned success criterion was primarily an improvement in adolescent girls’ school engagement and 

performance (as they are more confident and better able to concentrate and attend lessons during their 

periods) which was measured through self-reported confidence scores, student’s attendance diaries, and 

school records of attendance and performance36.  

This project was the culmination of four years of previous learning projects, formal and informal, on 

priorities and best practice on the issue of menstrual health. Irise’s previous collaborative research37 

highlighted that although a two-pronged approach to the issue of menstrual health, which included 

product provision and education, had some benefits for girls’ self-reported confidence and school 

engagement, a third prong which focuses on ‘breaking the menstrual taboo via mobilizing the community’ 

was required for girls to reap the full benefits of an intervention and for it to be sustainable long term.  

In previous work, the Irise team found that without actively addressing social norms, other aspects of 

menstrual health interventions were difficult. Girls reported that although they benefitted from the two-

pronged approach, consequently using reusable pads38 in addition to reporting improvements in 

knowledge and confidence at follow-up, they felt that the taboo and gendered nature of the issue meant 

that a more holistic approach that engaged parents and sensitized boys and male teachers was needed 

 
35 Irise International, “Mid-Way Evaluation Report for: Developing a Replicable Package For Creating ‘Menstruation 
Friendly Schools in Uganda’” (Sheffield, UK, 2019), https://irise.southmedia.agency/wp-
content/uploads/2020/03/20191128Midway-evaluation-reportv0.4.pdf. 
36 Irise International. 
37 Emily Wilson et al., “Does Menstrual Hygiene Matter? Investigating the Impact of a Menstrual Hygiene Program 
(Reusable Sanitary Pad and Menstrual Health Education) on Rural Ugandan Girls’ School Absenteeism: Study 
Protocol for a Cluster Randomised Control Trial - ScHARR Report” (Sheffield, UK, 2015). 
38 73% using reusable pads the received during their last period at 6-12 months follow-up (Wilson et al.). 
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for girls to feel fully empowered to participate in school during their periods. Irise also found that the 

taboo nature of some content included in programmes designed to train young people to deliver 

menstrual health education meant that those without teaching experience and skills took a lot of time 

and resources to train to the necessary standard, and that maintaining quality when they were not 

teaching everyday was challenging.  

As a result of these observations, two key learning questions guided the inclusion of the third prong, 

breaking the menstrual taboo, into the project: 

1. Will dismantling the menstrual taboo via engaging the community to support girls engender and 

sustain long term change? 

2. Does this package of interventions result in measurable and meaningful differences in girls’ school 

attendance and performance? 

 

4.2. Adapting the REPLACE Approach to Menstrual Health 

 

The Irise team sought to learn from successful projects that tackled social norms in other thematic areas 

and chose to build upon the achievements of the REPLACE approach. One of the key factors influencing 

the decision to utilise the REPLACE approach were the similarities between menstrual stigma and FGC as 

challenges, as outlined in section 3. 

As a result of the decision to operationalize REPLACE and subsequent planning by the Irise team, 

additional funding was captured to utilise the REPLACE approach in half of the communities included in 

the menstruation friendly schools project as demonstrated in figure 2. The aim was to understand 

whether community engagement through the REPLACE model made stronger progress towards 

dismantling the menstrual stigma and whether this approach resulted in better outcome indicators (girl’s 

school attendance and performance).  

 

“REPLACE was a really practically useful starting point because somebody had already sat down, 

looked at behaviour change theory, looked at the different approaches out there, and [FGC] is quite 

similar to period shame and already had a lot of thinking around what could work in terms of 

community engagement. And that was why we adopted it.” 

- Irise International, UK Staff Member  
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Important to note is the key difference between community engagement in the REPLACE communities 

included in the broader menstruation-friendly school project versus non-REPLACE communities. The 

former relied on the recruitment of community champions (‘community peer group champions’ in the 

REPLACE handbook39) to assist with community engagement, intervention development, delivery, and 

evaluation of REPLACE activities, whereas more traditional methods of community engagement were 

carried out in non-REPLACE communities in which Irise staff took on lead roles.  

 

A summary of how the Irise team adapted the REPLACE approach to menstrual health is provided in figure 

3. Individuals working as part of Irise Institute East Africa were involved in training workshops led by 

Professor Hazel Barrett in June 2018. These sessions included an introduction to the REPLACE approach 

and an overview of planning, reporting, and evaluative tools, included in the table below.  

 

An initial community engagement event in December of 2018 marks the start of activities under the 

banner of the REPLACE approach (element 1). This event was held at 1 of 8 primary schools in the REPLACE 

community with parents and pupils from all 8 schools, town council members, and other community 

leaders in attendance. 60 adults attended this initial session.  

 

  

 
39 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” 

Communities included in the 

‘menstruation friendly’ 

schools project 

 

 

 

 

Communities 

with which the 

REPLACE 

approach was 

trialed 

Figure 5  The REPLACE communities as a part of larger, 
menstruation friendly schools project 
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Element Activities Tools 

Element 1: 
Community 
Engagement 
 

 

Meetings with local leaders, schools, 
and other stakeholders. 
Identification of community 
champions to support next steps. 

 

Community and School Profiles 
 

Community engagement planning tool (Appendix 1) 

Element 2: 
Understanding the 
Menstrual Taboo and 
Social Norms 

Focus group discussions with the 
community using social norm 
questions to build a model of how 
social norms and taboos are leading to 
negative practices in the community. 

Interview/FGD open Questions (Appendix 2) 

Element 3: Assessing 
Community 
Readiness to improve 
MHM 

Focus group discussions with the 
community. 

Community Readiness to improve MHM Interview/Focus Group Questions 
(Appendix 3) 
 
Community Readiness to improve MHM scoring form (Appendix 4) using 
scoring form reference table (Appendix 5) 
 
Community Readiness to Change model (Appendix 6) to evaluate community 
readiness to end menstrual discrimination and determine focus of 
consequent intervention activities.  

Element 4: 
Intervention 
Development 

Workshop with community champions 
and other stakeholders 

Intervention Development Tool and Target Behaviour Selection Table 

(Appendix 7) 

COM-B Assessment Tool (Appendix 8) 

Intervention Functions (Appendix 9) 

BCT Taxonomy (Appendix 10) 

Element 5: 
Intervention delivery 
and evaluation. 

Events. 
Further data analysis.  

Menstruation friendly schools project-specific log frame and evaluation tools. 

Current report 

Figure 6: Adaptation of the REPLACE approach to menstrual health, adapted from Irise International internal documents and REPLACE handbook. 
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SECTION 5: Strengths and Successes 
 

This section will draw out the successes of Irise International’s application of the REPLACE model to 

menstrual health. Reference will be made to data collected during the five elements of the REPLACE 

approach, as well as to data collected as part of this evaluative reporting process. 

 

5.1. Evidence of Progress Since Midway Evaluation of the Menstruation Friendly 

Schools Project 
 

At the midway evaluation40 of the menstruation friendly schools project, qualitative research undertaken 

in REPLACE communities revealed that better progress had been made within schools compared to the 

wider communities surrounding them. The level of knowledge, attitudes, and behaviour towards 

menstruating women and girls was markedly better in schools than in communities. This was 

demonstrated in the experience of a male teacher, interviewed as part of the previous midway evaluation: 

“I still don’t talk about it, I talk about it if I’m in a seminar… but when I’m in public places, I don’t feel 

comfortable. People won’t take it as something important to speak about, they will take it as 

something demoralizing. When you are in a place where people are not aware of it, they may think 

you’re mad, they’ll say ‘we were talking about something else, why are you bringing up the topic of 

menstruation.” [Male Teacher, age 55] 

It can be tentatively anticipated that progress has been made since this midway evaluation, based on the 

evidence presented in the following sections. The lack of quantifiable data comparable to baseline and 

midway community readiness to change scores (due to the impact of the COVID-19 pandemic) means 

than it is impossible to say this with any certainty. However, internal Irise reporting documents paint an 

optimistic picture. Since the midway evaluation, the Irise Institute East Africa (IIEA) team has contacted 

harder-to-reach groups and secured the commitment of diverse community members to enact change 

(see section 5.2.).  

Although additional research is needed to quantify this change at the community level, there is evidence 

that these intervention activities have been far-reaching. In community outreach events in November 

 
40 Irise International, “Mid-Way Evaluation Report for: Developing a Replicable Package For Creating ‘Menstruation 
Friendly Schools in Uganda.’” 
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2019, the Irise team record how “all participants pledged to share knowledge gained with fellow 

community members who were not part of the training, this will go a long way in challenging the existing 

social norms, myths and misconceptions around menstruation”. In another, the team describe how 

“parents pledged to provide children with necessary needs during menstruation, willingness to talk to male 

figures about the issues of menstruation, promote their children’s hygiene while in menstruation and to 

sensitize the entire village about menstrual hygiene management”. These commitments demonstrate how 

hard-to-reach populations have been better targeted since midway evaluation through the informal 

networks of those belonging to these groups (see section 5.3). This is grounds for optimism that more 

community members have been encouraged to participate in dismantling the menstrual taboo. This 

cautiously optimistic tone underlies the following sections.   

   

5.2. Community Ownership of the Project  
 

A key success of the REPLACE project is the extent to which it fostered ownership of breaking taboos 

around menstruation amongst community members, particularly community champions. This is 

exemplified in the fact that the community champions organized a ‘Christmas menstrual party’ for 

December of 2020 of their own accord. As noted by an IIEA staff member: 

 

“It is really very impressive how far they’ve come, and it [Christmas party] demonstrates how 

much they have received the work, how much they’ve embraced the aspects of addressing period 

poverty in the community and how much they want to make it very prominent and understood 

by having a celebration where they’re still going to invite people and discuss it.” 

 

Almost two years after the project began, this represents impressive, sustained engagement with the 

project that is reflected across the data collected and is a key advantage of involving community 

champions so heavily all the way through project delivery. An IIEA staff member commented on the extent 

to which they had built a strong relationship with the REPLACE communities as opposed to non-REPLACE 

communities, also included in the menstruation friendly schools project. Of particular importance to this 

staff member was the ability of community champions to go door to door in their community as part of 

their outreach, reaching individuals which otherwise would not have been engaged through more 

traditional community engagement events. It is these informal networks and relations that appear to have 

been pivotal in the success of engaging multiple, hard-to-reach groups within the community in 
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intervention activities during element 5, including religious leaders, farmers, youth in the community, 

parents, schoolchildren, and town councilors. This subsequently resulted in the successful tailoring of 

interventions to the needs of these specific groups as a result of feedback at the close of each intervention 

activity.  

 
This sustained engagement in the project is perhaps one of the most important strengths of the REPLACE 

approach, particularly in light of the difficult events of 2020 in relation to the COVID-19 pandemic. The 

resilience of enacted change and community engagement is particularly impressive given that since March 

2020, the ability of the Irise team to effectively and safely engage with different communities has been 

compromised. An IIEA staff member commented on the progress that has been made breaking down the 

menstrual taboo during the restrictions of the pandemic: 

 

“[Before the pandemic began] we were able to do more events in the community where we would 

gather more people. But now, after the COVID-19 outbreak, [the champions] are still able to go 

door to door in that community [socially distanced].” 

 

Although the unforeseeable outbreak of COVID-19 has caused disruption to the ability of Irise to 

objectively evaluate the outcome indicators of the broader menstruation-friendly schools project, the 

pandemic has helped to demonstrate the resilience of community engagement when targeted through 

the framework of the REPLACE model.  

 
As part of the midway evaluation41 of the menstruation-friendly schools project, community champions 

were interviewed on their experiences of working with Irise in REPLACE communities. These case studies 

are included to highlight their positive experiences in the first half of the project, in their own words.  

 
41 Irise International. p23 
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“Before I thought I’m not responsible to speak about, that it was only 
for a female to worry about, but it’s a general problem that we all have 
to address. I’ve learnt many many things from Irise, because in myself 
before I thought that things concerning menstruation is not my 
responsibility. Now I know I’m meant to help my daughter and my 
wife, I tell her to ask me for pads so I can get them for her. I’m glad 
now that my mind has changed, I’m informed, I know what I’m 
supposed to do, I know how to help people going through 
menstruation.  
 
I’m always excited to speak about menstrual hygiene. I can make 
ignorant people comfortable to learn that menstruation is normal, 
when someone is in menstruation you’re still supposed to associated 
with these people.”  
 
Male community champion, aged 32 

“Before Irise came, I would fear so much in myself when I was 
in my period but now, I am very free. When I started 
menstruating, I feared telling anyone, I didn’t know was it was, 
my mother had never told me, no one had ever told me that it 
was something normal for a woman to experience.  
 
There are 3 reasons why menstruation used to be seen as 
something to mock, children took it as something shameful, 
children had never had any education about it and children 
were ignorant about.”  
 
Female Community Champion, aged 26 

“I didn’t even see menstruation as an issue before Irise 
came here. I even used to criticise it when I heard of it, I’d 
say ah it’s minor, it’s just an issue for females. My attitudes 
changed a lot, I know now not to criticise someone, a girl 
or a sister or a classmate who is menstruating, as I used to 
before. I’m trained now so I know how to handle it.  
 
Menstruation is something everyone needs to learn about 
because it’s normal, it happens in normal life to our 
mothers, our sisters and the girls. Irise have done a great 
job in changing behaviours, it was Irise who changed my 
behaviour towards these girls and I hope I can change 
community members negative attitudes and behaviours 
towards girls who are menstruating.  
I’m so glad to be a community champion, it’s a great 
pleasure to be a champion for Irise, I’ve gained so much 
knowledge.”  
 
Male Community Champion, aged 20 
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5.3. Reflexivity and Flexibility 
 

 

Another key strength of Irise’s experience of the REPLACE approach is its inherently reflexive nature. 

Rather than isolating evaluation to one part of the project timeline, evaluation is built into the project 

delivery framework. Particularly during element 5, when intervention activities were being implemented, 

community champions, community members, and Irise staff regularly met after engagement activities to 

understand what went well, what went less well, where the target intervention group was at in terms of 

their readiness to change, and what additional activities needed to take place. For a project so intently 

focused on grassroot community participation, streamlining these project activities in a way which 

allowed for sustained learning and adaptation to the community’s needs undoubtedly saved time and 

resources whilst reducing project fatigue amongst participants.  

 
This continued learning is demonstrated in how the community champions isolated the religious 

community as a key community to focus intervention efforts on. The initial focus of interventions in light 

of findings from elements 1, 2, and 3 was a community led education drive as a result of the community 

scoring poorly on ‘community knowledge of MHM’ during the initial community readiness to change 

assessment (appendix 4). Once education interventions had taken place (element 4), it became clear from 

discussions during these events that religious beliefs were a strong factor influencing the continuation of 

the menstrual stigma and harmful beliefs surrounding menstruation. Although the wider education 

focused events (e.g. school training sessions, teacher training, parent meetings, community events and 

workshops) had facilitated a big shift on social norms in a non-religious context, whenever beliefs had a 

religious connotation there had been no shift in attitudes at all. As a result of this, the community 

champions and IIEA team made a concerted effort to target religious leaders in the same way, organizing 

meetings and trainings will local Christian and Muslim leaders that covered the menstrual cycle, missed 

periods, pain and emotion during menstruation, and the availability of products. As a result of these 

intervention activities, leaders pledged to immediately start having open, informed conversations in their 

Churches and Mosques about menstruation. The community champions found that religious leaders were 

“[Normally] you have to do all this project planning and then you’ve got to do evaluation planning, 

and then you’ve got to do all the data collection. Everything is very distinct, and it can be a bit of a 

burden – and it’s a bit of a burden for the community as well [...] whereas in the community 

readiness to change approach its one endless cycle that the community is part of. 

- Irise International, UK Staff Member  
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open to learning and as a result saw observable progress in terms of community readiness to change 

amongst this group specifically.  

 

5.4. Communication between UK-Based Irise Team and Irise Institute East Africa 
 

 

A key positive outcome of operationalizing the REPLACE model was the extent to which it facilitated 

communication between Irise staff based in both Uganda and the UK. As articulated by a UK staff member, 

the community deciding on the best course of action to achieve change meant that both arms of Irise 

International could support the proposed plan of action: 

 

“The community became the arbitrator of whether or not a particular solution was worth trying 

for that context, rather than two different parts of the organisation coming from slightly different 

perspectives. And that's very positive. It's a fantastic example of how this whole approach has 

helped make the entire project more grounded in what the community wants and how they can 

take more control with it […] If you can enable the community to decide for themselves, you don't 

need to try and decide on their behalf.” 

 

As the REPLACE model incorporates a monitoring and evaluation framework into all activities across the 

five elements, feedback from community champions and other community members on challenges, 

strengths, and hurdles to overcome were relayed to the IIEA team in real time, allowing timely feedback 

to the UK arm of the organisation. This meant that not only could interventions be constantly tailored to 

the dynamic needs of the community, but also that any potential time lost deciding the best course of 

action (resulting from the differing perspectives of each team) was mitigated.   

 

  

“When we’re trying to do cross-cultural collaborations with community engagement, funders tend 

to ask but what is that? What does it mean? […] What has come out of it? Whereas actually there is 

a lot coming out of it, it is just hard to communicate that sometimes and [REPLACE] helped us do 

that. 

- Irise International, UK Staff Member  
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SECTION 6: Challenges and Recommendations 
 

6.1. Closing the Loop: From Community Engagement to Intervention Evaluation 
 

The impact of the COVID-19 pandemic in Uganda continues to cause uncertainty. As a result of disruption 

and school-closures throughout 2020, the task of evaluating the broader menstruation-friendly schools 

project, of which the REPLACE communities are a part of, remains difficult.  

In order to statistically evaluate whether the REPLACE approach has had greater success in addressing 

menstrual stigma compared to other communities included in the menstruation-friendly schools project, 

more data collection in line with the baseline42 and mid-way43 data sets is needed. However, any data 

collected is not necessarily going illuminate the effectiveness of the REPLACE approach in dismantling 

stigma due to the disruptive effects of the pandemic.  

To address this evidence short fall, individual-focused questionnaires would be a useful addition to Irise’s 

monitoring and evaluation framework as part of the REPLACE approach. Irise staff primarily relied on more 

informal group discussions during community champion meetings and meetings with other community 

members which although provided rich qualitative data on the experiences of community members 

involved in the project did not capture individual change when it came to attitudes. I would recommend 

that standard questionnaires be used in some instances to explore change in individual attitudes before 

interventions, immediately afterwards, and at follow-up. This would generate richer information about 

the nature of any changes at community level, including data on the influence of group characteristics 

(e.g. gender, age) on behaviour change. This approach is advocated for in the REPLACE handbook44. 

However, due to resource constraints, it would be impractical to suggest individual evaluation is 

performed for every intervention activity. Discretion should be exercised to assess when this activity 

would add most value, particularly in relation to tailoring intervention activities. It would be worth 

considering their use when a hard-to-reach community is the target of interventions to ensure steady 

progress. Ideally, the REPLACE handbook advocates that a comparator group is used with individuals that 

 
42 Irise International, “Baseline Report for: Developing a Replicable Package for Creating ‘menstruation’ Friendly’ 
Schools in Uganda,” 2018, https://irise.southmedia.agency/wp-content/uploads/2020/03/20180615-Baseline-
Report_Irise-International.pdf. 
43 Irise International, “Mid-Way Evaluation Report for: Developing a Replicable Package For Creating ‘Menstruation 
Friendly Schools in Uganda.’” 
44 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” P115 
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have not received the intervention. Although the disruption of COVID-19 might make this a difficult 

exercise, comparing between the experiences of community members in REPLACE communities 

compared to non-REPLACE communities may be fruitful in future iterations of the project.  

The community readiness to change model provides an avenue for future comparison between groups. It 

would be useful for the independent scorers involved in the community readiness to change assessment 

(refer to section 6.3.) to periodically undertake assessments at systematic intervals in both REPLACE and 

non-REPLACE communities to establish whether progress has been made in targeting harmful social 

norms. In the experience of Irise, this would have been in REPLACE communities involved in the broader 

menstruation-friendly schools project and non-REPLACE communities at similar time intervals. Progress 

in dismantling the menstrual stigma through REPLACE could therefore be recorded in relation to a 

comparator group in like for like terms.  

6.2. COM-B Model and Incorporating Individual-Level Behaviour Change 
 

Arguably the most useful aspect of the REPLACE model for the collective Irise International team was the 

community readiness to change model (appendix 6) and its associated measures and resources. Most of 

the training the Irise Institute East Africa team received in preparation for using the REPLACE approach 

was focused on this aspect and it is clear from the reporting data on that this model presented an 

accessible, easy to understand, and systematic framework which provided the community champions a 

structure to their conversations during meetings.  Reporting evidence shows how valuable the community 

readiness to change scoring form (appendix 5) was in guiding discussion and providing clear milestones.  

It is less clear how much value the COM-B approach added to the project overall. An Irise team member 

expressed the opinion that the COM-B approach took up a lot of resources and added very little to the 

project, noting that if the aim of learning activities is to make the REPLACE model replicable then COM-B 

needs to be considered in terms of value added for organisations with limited resources. In reporting 

documents for element 4, the COM-B discussion took up a very small portion of discussion in one meeting 

with just community champions in attendance, and the outcomes of this discussion were absent from any 

future meetings, activities, or discussions. Additionally, it is not clear if the written COM-B questionnaire 

was ever utilized on an individual level (appendix 8) which resulted in the exclusion of considerations of 

the difficulties facing community champions from future planning. A recurrent difficulty expressed by 

champions in later meetings and discussions was the lack of resources available to perform intervention 

activities. This was also noted in a focus group discussion with community champions during the 
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intervention development stage (element 4), in multiple community champion meetings during 

intervention delivery (element 5), and in the midway evaluation45. The champions explained that if they 

were provided with official Irise identification46, such as t-shirts or branded documents, as well as formal 

letters from Irise Institute East Africa introducing them to headteachers of the schools in which they led 

education activities, then they would have a stronger institutional backing and would likely garner more 

engagement. In one particular meeting, community champions specifically recalled that they are often 

doubted by the community and as a direct result found it difficult to mobilize people. Additionally, in an 

interview an IIEA staff member noted that a number of community champions have faced backlash from 

schools (not Irise affiliated) when trying to expand engagement as teachers were not convinced that the 

champions had been formally trained or that the information being provided was accurate.  

In addition to this, although noting that champions were given adequate training and information 

provision before undertaking activities, an IIEA staff member recalled that despite the enthusiasm of the 

community champions, it would be useful to provide them with additional support for the provision of 

education activities in particular. As articulated by a member of IIEA: 

“As much as they [community champions] have good will, there comes the actual, practical 

challenges they face. We have 12 champions that are active right now and they’re covering a very 

wide area because we say 2 to a village and these villages are not necessarily small. So there’s the 

challenge of the ability to effectively move from one area to the other to make sure that they reach 

all these households.” 

Although the champions were able to reach community members otherwise absent from traditional 

community engagement, for example through home visits, identifying just a handful of ‘change agents’ 

without adequately incorporating the COM-B framework the REPLACE approach shifts the practical 

burdens of social norm change onto the community champions. It is recommended that an additional 

 
45 Irise International, “Mid-Way Evaluation Report for: Developing a Replicable Package For Creating ‘Menstruation 
Friendly Schools in Uganda.’” 
46 Although the REPLACE model assigns value to informal conversations within community settings, it is important 

that some level of official legitimacy is maintained by community champions in order to firstly pre-empt any potential 
safeguarding concerns and secondly establish clear accountability pathways between IIEA, community champions, 
and community members. In providing some sort of official identification, the legitimacy of community champions 
could be increased, and the effectiveness of their activities enhanced.  
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budget line is incorporated into project planning in order to provide community champions with a pot of 

resources which they can collectively draw upon (provided adequate oversight procedures).  

These difficulties in demonstrating legitimacy and a shortfall in resources should have been captured by 

the COM-B framework but they were not (these practicalities come under the ‘environmental 

opportunity’ of the COM-B approach). Concerns were raised by UK Irise staff that the idea of individual 

behaviour change does not necessarily translate well across cultures and this may have been the case 

when applying the COM-B aspect of the REPLACE approach, formulated in European communities, to East 

African communities. This may well true, but the same staff member also noted that there does need to 

be some tool that captures individual level experience as a key factor in determining community readiness 

to change. 

I would recommend that in future iterations of the REPLACE approach that the COM-B model is reviewed 

in line with specific organizational capacities, capabilities, and requirements and that hard copies of the 

COM-B questionnaire are disseminated to participants on a regular basis. Rather than having an informal 

discussion around COM-B which produces limited evaluative data, by actively using the COM-B 

questionnaire at key intervals (e.g. before and after intervention activities) with both community 

champions and community members, quantifiable and comparative data can track both change over time 

and denote what resources may be required to make intervention delivery more effective and efficient.  

6.3. Divergence from the REPLACE Handbook 
 

It is important that the REPLACE handbook is taken primarily as a guiding resource, incorporating flexibility 

where necessary in order to ensure culturally appropriate engagement and intervention activities. 

However, there is one particular instance when closer adherence to the handbook may have been 

beneficial, particularly if the Irise team is interesting in scaling up the project at a later date. In reporting 

materials for the Community Readiness to Change Assessment, it is noted that the score was formulated 

collectively, by those involved in the focus group (town council members) and an Irise team member. In 

the handbook, it is specified that this task should be undertaken by two independent scorers, 

independently of one another, by individuals not involved in undertaking the interviews or facilitating 

focus groups47. Individual scores are then discussed between the independent scorers and averaged using 

the scoring form (appendix 5).  

 
47 Barrett et al., “The REPLACE Approach: Supporting Communities to End FGM in the EU.” P81 
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Resources allowing, it would have helped the validity of the eventual readiness to change score if two 

independent scorers had been recruited. As these individuals have to be trained in the REPLACE model 

and community readiness to change model, this would have demanded more resources in order to 

support the IIEA team’s recruitment of these individuals. However, if they had been identified early on in 

the project lifetime, these individuals could have attended training sessions with community champions 

and Irise team members before project activities began, diminishing the costs associated with training 

these two individuals at a later date. As the overall community readiness score should influence the type 

of intervention activities performed (appendix 6), it is important that this score is reliable. Using 

independent scorers mitigates the impact of potential bias whilst also allowing for comparison across 

groups, particularly if the same scorers are used to score non-REPLACE communities.  

  



31 
 

SECTION 7: Concluding Remarks 
 

The REPLACE approach added value when incorporated into Irise International’s menstruation friendly 

school intervention project. Particularly encouraging is the resilience of the community engagement 

fostered during the project in the subsequent context of the COVID-19 pandemic. Community champions 

continued to independently engage their community in dismantling the menstrual stigma throughout the 

disruption of 2020 without substantial input from the Irise team. This undoubtedly demonstrates that the 

REPLACE model has the potential for sustainable change in transforming social norms in relation to 

menstruation in East African contexts. 

The COVID-19 pandemic has hindered the ability of the Irise team to rigorously evaluate the impact of the 

menstruation friendly schools project more broadly and compare outcomes in REPLACE communities to 

non-REPLACE communities specifically. The question of whether dismantling the menstrual taboo through 

engaging the community in the REPLACE model supports menstruating girls to engender and sustain long 

term change remains. Irise still seeks to learn whether the REPLACE approach results in measurable and 

meaningful differences in girl’s school attendance and performance.  

In light of the encouraging findings of this report, it is recommended that this question continues to guide 

the Irise team in their use of the REPLACE approach as their key community engagement framework. Steps 

can be taken to explore trialling the REPLACE approach with more scrutiny involving specialized academic 

support. A randomized control trial style intervention project would help determine the effectiveness of 

the REPLACE model statistically, beyond the qualitative evidence presented here.  

 

Recommendations: 

1. Steps can be taken to explore trailing the REPLACE approach with more scrutiny involving 

academic support. A randomized control trial style intervention project would help determine the 

effectiveness of the REPLACE model statistically.  

2. In future iterations of the REPLACE approach, the COM-B model should be reviewed in line with 

specific organizational capacities, capabilities, and requirements.
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SECTION 8: Appendices 
 

APPENDIX 1: Community Engagement Planning Tool 

 

The Principles of Community Engagement 

 

Engagement 
Principles 

Description 

Inclusion The involvement of different individuals or groups affected by the issue being 
tackled regardless of their position in society- need to eliminate physical, 
psychological and socio-economic barriers to participation by all groups. 

Respect Recognising the knowledge and resources of community members and the need 
to take their views and inputs seriously- also suggests adapting community 
engagement to the needs of the community.  

Empowerment Measures are taken to ensure that community members have information & 
resources needed to enable them engage effectively in the project 

Transparency Community members to be adequately informed about the intervention 
project, including the purpose and limitations of the project as well as the 
nature of their involvement.  

 
Complete the table below, describing the actions you will take to put these principles into action: 

 
Engagement Principles Actions taken/to be taken 

Inclusion 
 

Respect 
 

Empowerment 
 

Transparency 
 

 
Complete the table below to help identify your target community: 

 
Whose wellbeing is adversely affected by menstrual taboos 
and negative social norms? 

 

Who are the members of the group/community supporting 
the continuation of menstrual taboos and negative social 
norms? 

 

Who enforces compliance to menstrual related social 
norms? 

 

Who has the expertise (knowledge & skills) to bring to the 
intervention to ensure its effectiveness and act as 
champions? 

 

Who are the influential individuals or groups on 
menstruation? 
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Who is likely to contribute to the development and delivery 
of the intervention? 

 

 
Complete the table below to identify key stakeholders within the community who will need to be 
engaged: 

 
Affected by menstrual taboos & social norms Reinforcers of menstrual taboos & social 

norms 

E.g. school girls E.g. peers 

Influential people and organisations on 
menstruation 

Service providers for menstruation 

E.g. Local women’s groups E.g. local shops selling pads, pharmacists 
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APPENDIX 2: Interview/FGD Open Questions: Understanding the Menstrual Taboo and Social Norms 

 

- Please tell us about your experiences entering puberty and growing up? 

- Please tell us what happened when you/your friend/daughter started your/their period? 

- What were you told by family/friends/relatives about menstruation? 

- Did you have any questions or worries about it? What were they? Did you find answers? If yes, 

how? 

- What is your strongest memory or impression concerning menstruation? 

- How does menstruation make you feel? Do you feel comfortable talking about it with me/your 

family/friends? Please explain. 

- What do you belief about menstruation? What do your friends/families/colleagues believe 

about it?  
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APPENDIX 3: Community Readiness to Improve MHM: Interview/Focus Group Questions 

 
Dimension A: Community Knowledge of Menstrual Hygiene Management (MHM) 

 
A1: How knowledgeable are members of your community on the issue of MHM? Is it viewed as an issue? 
Are some members of the community more knowledgeable than others? Please give examples. 

 
A2: What information is available about MHM in your community and through what channels? Please 
give examples. 

 
A3: Do people know about the education and health aspects of MHM and where do they get this 
information from? Please give examples. 

 
A4: On a scale of 1-9 (with 1 being very low and 9 being very high) how knowledgeable is your 
community about MHM? 

 
Dimension B: Community belief systems and attitudes towards MHM 

 
B1: Does your community support changing current MHM for girls? Why and how? 

 
B2: What are the main obstacles to changing MHM in your community? Please give examples. 

 
B3: Would your community support efforts to improve MHM for girls? What types of effort would the 
community support? Please explain your answer. 

 
B4: On a scale of 1-9 (with 1 being very low and 9 being very high) what is your view of your 
community’s attitudes towards improving MHM for girls? 

 
Dimension C: Community Efforts to improve MHM 

 
C1: Are there any efforts being made or being planned by your community to improve MHM for girls? If 
so please give examples. 

 
C2: If so, how long have these efforts been going on and who are they aimed at? Give examples. 

 
C3: Are efforts routinely evaluated and the results used to make changes and improve the 
activity/intervention? Give examples. 

 
C4: On a scale of 1-9 (with 1 being very low and 9 being very high) what is your view of your 
community’s efforts towards improving MHM for girls? 

 
Dimension D: Community Knowledge of the Efforts to improve MHM 

 
D1: Does the community know of any efforts aimed at improving MHM and how effective they are? If so 
please give examples. 
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D2: Are there any sections of your community that know a little (or a lot) about efforts in improve 
MHM? If so please give examples. 

 
D3: Who (what organisation) do members of the community go to get information about MHM? Please 
give examples. 

 
D4: On a scale of 1-9 (with 1 being very low and 9 being very high) what is your view of your 
community’s knowledge of the efforts towards improving MHM for girls? 

 
Dimension E: Community Leader’s and Influential People’s attitudes to improving MHM 

 
E1: Who are the leaders and influential people in your community that have a view on MHM? What are 
their views on MHM? Give examples. 

 
E2: How are these leaders and influential people involved in efforts to improve MHM? Please explain 
how they are involved e.g. on a committee, working with an NGO, campaigning etc. 

 
E3: How committed are these leaders and influential people to improving MHM in your community? 
Give examples. 

 
E4: On a scale of 1-9 (with 1 being very low and 9 being very high) what is your view of your community 
leader’s and influential people’s attitudes towards improving MHM for girls? 

 
Dimension F: Community Resources Available to Support Efforts to improve MHM 

 
F1: Do activities to improve MHM have a broad base of support within the community? Please give 
examples. 

 
F2: How are current community interventions/activities funded and resourced? How is resourcing 
secured and from whom? Please give specific examples. 

 
F3: Do community activities/interventions have a broad base of community volunteers working with 
them? Why? Give examples. 

 
F4: On a scale of 1-9 (with 1 being very low and 9 being very high) what is your view of the community 
resources available to support improved MHM for girls? 
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APPENDIX 4: Community Readiness to Improve MHM: Scoring Form 

 
Name of Scorer: 

 

Date of scoring: 
 

Community name: 
 

Focus group being scored: 
 

 
Please circle the appropriate score for each dimension using the Reference Table below: 

Dimension Score out of 9 

A: Community Knowledge of MHM 
 

B: Community Belief Systems and Attitudes Towards MHM 
 

C: Community Efforts to Improve MHM 
 

D: Community knowledge of efforts to improve MHM 
 

E: Community Leaders’ and influential people’s attitudes to improving MHM 
 

F: Community Resources available to support efforts to improve MHM. 
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APPENDIX 5: Reference Table for Community Readiness to Improve MHM Scoring Form 

 

Dimension/Score 1 2 3 4 5 6 7 8 9 

A: Community 
Knowledge of 
MHM 

MHM is not 
viewed as an 
issue. 

No 
knowledge 
about MHM 

A few people in 
the community 
have some 
knowledge 
about MHM 

Some 
community 
members know 
about the 
education and 
health impacts 
but information 
is lacking. 

Community 
knows that 
support for 
MHM is 
inadequate and 
general 
information is 
available. 

A majority of 
community 
members know 
about the health 
and education 
impacts of 
inadequate 
MHM and 
recognise it as a 
problem within 
their community. 

Community 
have knowledge 
of and access to 
detailed 
information 
about MHM in 
their 
community. 

Community 
members of 
knowledge about 
MHM in their 
community and 
understand the 
consequences 
and impact of 
inadequate 
provision.  

Community has 
detailed 
information about 
MHM in their 
community, as 
well as 
information about 
the effectiveness 
of local 
interventions and 
activities to 
improve it. 

B: Community 
Belief Systems 
and Attitudes 
Towards MHM 

The 
prevailing 
attitude is 
that MHM is 
not 
considered 
and is not 
commented 
on in the 
community. 

The prevailing 
attitude is 
that there is 
very little we 
can do to 
improve 
MHM for girls 
or that it only 
affects “those 
people.” 

The community 
is neutral, 
disinterested 
or believes 
inadequate 
MHM does not 
affect the 
community as a 
whole. 

The attitude in 
the community 
is now 
beginning to 
reflect an 
interest in 
improving 
MHM. “We 
have to do 
something, but 
we do not know 
what to do.” 

The community 
are concerned 
about MHM 
and community 
members are 
beginning to 
reflect modest 
support efforts 
to improve 
MHM. 

The community 
believe it is their 
responsibility to 
improve MHM 
and are 
beginning to get 
involved in 
efforts to 
improve MHM. 

The majority of 
the community 
supports efforts 
to improve 
MHM. 

Some community 
members or 
segments 
challenge specific 
activities or 
interventions, 
but in general are 
strongly 
supportive of the 
need for 
activities and 
interventions to 
improve MHM. 

All segments of 
the community 
are highly 
supportive and 
community 
members are 
actively involved 
in evaluating and 
improving MHM 
efforts. 

C: Community 
Efforts to Improve 
MHM 

No 
awareness of 
efforts to 
improve 
MHM. 

No efforts 
addressing 
the issue. 

A few 
individuals 
recognise the 
need to initiate 
some type of 
effort to 
improve MHM, 
but there is no 
immediate 
motivation to 
do anything. 

Some 
community 
members have 
met and have 
begun a 
discussion of 
developing 
community 
efforts to 
improve MHM. 

Efforts to 
improve MHM 
are being 
planned. 

Efforts to 
improve MHM 
have been 
implemented. 

Efforts to 
improve MHM 
have been 
running for 
several years. 

Several different 
activities/ 
interventions are 
in place, covering 
different 
segments of the 
community and 
reaching a wide 
range of people. 
New efforts are 
being developed 
based on 
evaluation 
results. 

Evaluation is 
routinely used to 
assess the 
effectiveness of 
different efforts to 
improve MHM 
and the results are 
used to make 
changes or 
improvements to 
activities. 
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D: Community 
knowledge of 
efforts to improve 
MHM 

Community 
has no 
knowledge of 
the need for 
efforts to 
improve 
MHM. 

Community 
has no 
knowledge of 
efforts 
addressing 
MHM. 

A few members 
of the 
community 
have heard 
about efforts to 
improve MHM 
but their 
knowledge is 
limited. 

Some members 
of the 
community 
know about 
efforts to 
improve MHM. 

Some members 
of the 
community 
have basic 
knowledge 
about initiatives 
to improve  
MHM. 

An increasing 
number of 
community 
members have 
knowledge of 
local efforts and 
are trying to 
increase the 
knowledge of 
the general 
community 
about these 
efforts. 

There is 
evidence that 
the community 
has specific 
knowledge of 
local efforts to 
improve MHM 
including who 
to contact 
concerning 
MHM. 

There is 
considerable 
community 
knowledge about 
different 
community 
efforts to 
improve MHM as 
well as the level 
of activity/ 
intervention 
effectiveness 

Community 
knowledge on 
activity/ 
intervention 
evaluation and on 
how well local 
efforts to improve 
MHM are working 

E: Community 
Leaders’ and 
influential 
people’s attitudes 
to improving 
MHM 

Community 
leaders and 
influential 
people do 
not recognise 
MHM as an 
issue. 

Community 
leaders and 
influential 
people do not 
believe MHM 
is an issue. 

Community 
leaders and 
influential 
people 
recognise the 
need to do 
something to 
improve MHM. 

Community 
leaders and 
influential 
people are 
trying to get 
efforts started 
to improve 
MHM. 

Community 
leaders and 
influential 
people are 
members of 
committees, 
groups and 
organisations 
that are 
improving 
MHM in the 
community 

Community 
leaders and 
influential 
people are active 
and supportive 
of efforts to 
improve MHM. 

Community 
leaders and 
influential 
people are 
supportive of 
continuing basic 
efforts to 
improve MHM 
and are 
considering 
what resources 
are needed 
from the 
community. 

Community 
leaders and 
influential people 
support 
expanding and 
improving efforts 
to improve MHM 
through active 
participation 

Community 
leaders and 
influential people 
are continually 
reviewing 
evaluation results 
of efforts to 
improve MHM 
and are modifying 
support 
accordingly 

F: Community 
Resources 
available to 
support efforts to 
improve MHM. 

There is no 
awareness of 
the need for 
resources to 
improve 
MHM. 

There are no 
resources 
available to 
improve 
MHM in the 
community. 

The community 
is not sure 
where to get 
resources to 
begin efforts to 
improve MHM. 

The community 
has volunteers, 
organisations 
and/or space 
available that 
could be used 
as resources. 

Some members 
of the 
community are 
actively 
investigating 
how to get 
resources. 

Resources have 
been obtained 
and/or allocated 
to improve MHM 
in the 
community 

A considerable 
part of the 
support for on-
going efforts to 
improve MHM 
come from 
community 
resources. 
Community 
leaders and 
influential 
people are 
trying to access 
additional 
resources 

Different 
resources and 
funds have been 
secured for 
existing efforts to 
improve MHM 
and additional 
support has been 
secured for 
future activities 
and 
interventions. 

There is 
continuous and 
secure support for 
activities and 
interventions to 
improve MHM in 
the community. 
Evaluation is 
routinely 
undertaken and 
there are 
resources for 
trying new 
activities and 
interventions 
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APPENDIX 6: Community Readiness to Change Model 
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APPENDIX 7: Intervention Development Tool and Target Behaviour Selection Table 

 

Step 1- Define the problem in terms of behaviour 

 
Use information collected during focus groups about menstrual taboos and social norms to help decided 
the specific behaviour the community champions will focus on. 

 
1. Set out in behavioural terms the problem you are trying to solve 

E.g. To end the practice of excluding menstruating school girls from school 

2. Specify the individual, group or population involved 
E.g. The school community in the following 5 schools…. 

 
Step 2- Select the target behaviour 

Potential 
target 
behaviours 

Impact of this 
behaviour on 
end goal of 
improving MHM 
(1-5) 

Likelihood that 
behaviour can be 
changed/ 
implemented  
(1-5) 

Spillover- how 
much does this 
behaviour 
influence the 
others? 
(-2 to +2) 

How linked is it 
to stage of 
community 
readiness to 
change?  
(1-5) 

TOTAL 
SCORE 

      

      

      

      

 

Use Target Behaviour Selection Table (above) and the Community Readiness to Change Stage/Score to help 
complete this step 

 
1. Generate a list of behaviours that could bring about the desired change 
2. Prioritise the behaviours by scoring each behaviour against the following criteria: 

a. Estimate the impact of changing each behaviour on the change or outcome you wish to 
achieve from 1 (minimal impact) to 5 (high impact). 

b. Estimate how likely it is the behaviour can be changed/implemented from 1 (unlikely) to 5 
(highly likely) (in considering likelihood to change consider capability, motivation and 
opportunity to change) 

c. Consider how the behaviours are related to each other and estimate how likely it is each 
behaviour will, overall, have a positive or negative impact on other, related behaviours -2 
(negative impact) to +2 (positive impact) 

d. Completed the “matched to readiness to change score/stage” column from 1 (not well 
matched) to 5 (very well matched). 

e. Calculate an overall priority score by adding the impact, likelihood, spillover and matched to 
community readiness to change scores (a,b,c and d above). 

f. Select the behaviour with the highest priority score. 

 

 

 
Step 3 - Specify the target behaviour   
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Complete the table below to help specify the target behaviour in as much detail as possible. 

 
Target Behaviour 
E.g. Going to community events to communicate about supporting 
school girls during menstruation (arguments tailored to belief systems 
identified in social norm focus groups) 

 

Who needs to perform the behaviour? 
E.g. Community champions identified through community engagement 
as willing to promote the cause. 

 

What do they need to do differently to achieve the desired change? 
E.g. Start going to relevant community events and prepare key 
arguments/discussion points to address belief systems perpetuating 
negative attitudes and behaviours towards menstruating girls.  

 

When do they need to do it? 
E.g. at identified, scheduled community events 

 

Where do they need to do it? 
E.g. at identified, scheduled community events 

 

How often do they need to do it? 
E.g. Agree in the context of suitable events and their regularity. 

 

With whom do they need to do it? 
E.g. With another community champion. 

 

In what context do they need to do it? 
E.g. At existing community events. 

 

 
Step 4 - Understand what needs to change to achieve the target behaviour 

 
Work with community champions, key stakeholders and team members to identify barriers to change. 
Complete the box below to summarise what you decide: 

  

 
Step 5 - Identify actions that will remove barriers to change 

 
Work with community champions, key stakeholders and team members identify actions that the 
community can take to remove the barriers identified in step 4. Think also about the appropriate mode of 
delivery (who will do what with who). Complete the box below to summarise your intended actions: 

  
 
The flow diagram below may also help you decide the appropriate mode of delivery: 
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APPENDIX 8: Capability, Opportunity, Motivation, and Behaviour Assessment (COM-B) Questions 

 

In order for you to do or be involved in [describe menstrual health activity or intervention), what do you think it would take for 
you to do it? 

 
 
 
 
Capability 

Tick here if 
important to your 
group/community 
and add any notes 
or details 

I need to know more about why it was 
important to improve menstrual 
health/hygiene or engage in this action 

e.g. arguments about in adequate provisions for girls needs 
during menstruation affects their education and health. 

 

I need to know more about how to do it e.g. how to organise a community event, or stand up and 
present to an audience 

 

I need to have better mental skills e.g. learn how to present arguments about menstrual health 
more effectively 

 

I need to have more mental strength e.g. be able to resist the urge to leave taking action to 
someone else 

 

I need to overcome physical limitations e.g. get around problems of disability or illness 
 

I need to overcome mental obstacles e.g. Overcome feeling of it’s easier to take no action 
 

I need to have more physical stamina e.g. develop greater capacity to maintain physical effort 
 

I need to have more mental stamina e.g. develop greater capacity to maintain mental effort 
 

Opportunity 
 

I need to have more time to do it e.g. find dedicated time and reorganise other things in my 
life 

 

I need to have more money to do it e.g. apply for and win funding to do it 
 

I need to have more materials or 
resources to do it 

e.g. access to presentation tools, and the internet, or 
support to plan a talk 

 

I need to have access to facilities e.g. find somewhere to host an event 
 

I need to have more people around me 
also doing this 

e.g. be part of a group who are doing this together 
 

I need to have more triggers to prompt 
me 

e.g. have reminders to raise the topic for discussion when 
needed with family or friends 

 

I need to have more support from others e.g. family and friends would need to support me 
 

Motivation 
 

I need to feel that I want to do it more e.g. feel more of a sense of pleasure or satisfaction from 
doing it 

 

I need to feel that I need to do it more e.g. care more about the negative consequences of not 
doing it 

 

I need to believe it would be a good 
thing to do 

e.g. have a stronger sense that this is something I should do 
 

I need to develop better plans for doing 
it 

e.g. have a clearer and better developed plan for how to 
achieve it 

 

I need to develop a habit for doing it e.g. get into a pattern of doing it without needing to think 
much about it   

 

I need to feel that I am able to do it e.g. feel that I am fully capable and confident of doing it 
 

Anything else (give details) 
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APPENDIX 9: Intervention Functions and Behaviour Change Techniques 

 

This table explains the different intervention functions you can consider when developing your 
intervention: 

Intervention 
Function 

Definition Example of intervention function 

Education Increasing knowledge or understanding Providing information to promote 
parents talking to girls about 
menstruation. 

Persuasion Using communication to induce positive or negative 
feelings or stimulate action 

Using drama (e.g. radio skit) to 
motivate increases in physical 
activity. 

Incentivisation Creating an expectation of reward An award for the most 
“menstruation friendly” school at 
the end of the project. 

Coercion Creating an expectation of punishment or cost Schools who fail to make changes 
receive less funding/support for 
future activities. 

Training Imparting skills A course for teachers about how to 
teach girls and boys about 
menstruation. 

Restriction Using rules to reduce the opportunity to engage in 
the target behaviour (or increase target behaviour by 
reducing opportunities to engage in competing 
behaviours) 

Rules for use of school toilets- no 
boys allowed near the girls’ toilets. 

Environmental 
restructuring 

Changing the physical or social context A sign in the school office reminds 
teachers of 3 ways they can support 
girls during their periods. 

Modelling Providing an example for people to aspire to Using a celebrity talking about their 
experiences to encourage positive 
attitudes. 

Enablement Increasing means/reducing barriers to increase 
capability or opportunity (beyond education and 
training and environmental restricting)  

Menstruation clubs in schools where 
peer to peer mentorship is 
facilitated.  

 
This table show which intervention functions can be used to strengthen aspects of the COM-B model. 

COM-B Component Intervention 
Function (s) 

Physical Capability-  
The physical ability to carry out the behaviour 

Training 

Psychological Capability-  
the knowledge, skills, aptitude, understanding, ability to self-regulate behaviour 

Training 
Education 
Environmental 
restructuring 
Modelling 
Enablement 
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Reflective Motivation-  
positive evaluations of performing the behaviour through consciously thinking about why 
the behaviour is positive 

Education 
Persuasion 
Modelling 
Enablement 
Incentivisation 
Coercion 

Automatic Motivation-  
wanting to do something out of habit or because it makes you feel good without thinking 
about the reasons why the behaviour is positive 

Persuasion 
Modelling 
Enablement 
Incentivisation 
Coercion 
Environmental 
restructuring 

Physical Opportunity- 
opportunities created by the physical environment; objects, services, resources and 
locations that promote the behaviour   

Restriction 
Environmental 
restructuring 
Enablement 

Social Opportunity- 
opportunities created by the interaction of peers, family, and other networks and the 
influence of social norms including culture and subculture to support the behaviour 

Restriction 
Environmental 
restructuring 
Modelling 
Enablement 

 
This table shows what behaviour change techniques can be used to support different intervention functions: 

You can find definitions and examples of the Behaviour Change Techniques (BCTs) in the BCT Taxonomy. 

Intervention Function Behaviour Change Techniques (BCTs) 

Education Feedback on the behaviour 
Feedback on outcome(s) of the behaviour 
Self-monitoring of behaviour 
Self-monitoring of outcome of behaviour 
Cue signalling reward 
Prompts/cues 
Information about social & environmental consequences 
Information about health & education consequences 
Information about emotional consequences 
Information about others approval. 
Reattribution 

Persuasion Feedback on the behaviour 
Feedback on the outcome(s) of the behaviour 
Reattribution 
Focus on past success 
Verbal persuasion about capability 
Persuasive source 
Framing/reframing  
Identification of self as role model 
Information about social & environmental consequences 
Information about health & education consequences 
Information about emotional consequences 
Salience of consequences 
Information about others’ approval 
Social comparison 

Incentivisation Feedback on the behaviour 
Feedback on the outcome(s) of the behaviour 
Self-monitoring of behaviour 
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Self-monitoring of outcome of behaviour 
Monitoring of behaviour by others without evidence of feedback 
Reward approximation 
Reward completion 
Situation specific award 
Reward alternate behaviour 
Remove punishment 
Social reward 
Material reward 
Self-reward 
Non-specific reward 
Behavioural contract 
Commitment 
Discrepancy between current behaviour and goal 
Imaginary reward 

Coercion Feedback on the behaviour 
Feedback on the outcome(s) of the behaviour 
Self-monitoring of behaviour 
Self-monitoring of outcome of behaviour 
Monitoring of behaviour by others without evidence of feedback 
Monitoring outcome of behaviour by others without evidence of feedback 
Remove access to reward  
Behaviour cost 
Commitment 
Discrepancy between current behaviour and goal 
Incompatible beliefs 
Anticipated regret 
Imaginary punishment 

Training Feedback on the behaviour 
Feedback on the outcome(s) of the behaviour 
Self-monitoring of behaviour 
Self-monitoring of outcome of behaviour 
Behavioural practice/rehearsal  
Habit formation 
Habit reversal 
Graded tasks 
Instruction on how to perform behaviour 
Mental rehearsal of successful performance 
Self-talk 
Self-reward 

Restriction 
 

Environmental restructuring Remove aversive stimuli 
Exposure 
Associative learning 
Prompt/cue 
Adding objects to the environment 
Restructuring the physical environment 
Restructuring the social environment 

Modelling Demonstration of the behaviour 

Enablement Social support (practical) 
Social support (emotional) 
Reduce negative emotions  
Self-monitoring of behaviour 
Self-monitoring of outcome of behaviour 
Behaviour substitution 
Generalisation of target behaviour 
Graded tasks 
Adding objects to the environment 
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Restructuring the physical environment 
Restructuring the social environment 
Mental rehearsal of successful performance 
Focus on past success 
Verbal persuasion about capability 
Self-reward 
Goal setting (behaviour) 
Goal setting (outcome) 
Behavioural contract 
Self talk 
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APPENDIX 10: BCT Taxonomy: 93 hierarchically-clustered techniques 

 

 
Grouping and BCTs  

 
Grouping and BCTs  

 
Grouping and BCTs 

  1. Goals and planning  
 

6. Comparison of 
behaviour  

  12. Antecedents 

 
1.1. Goal setting (behavior)  

1.2. Problem solving  

1.3. Goal setting (outcome)  

1.4. Action planning  

1.5. Review behavior goal(s) 

1.6. Discrepancy between 
current behavior and goal  

1.7. Review outcome 
goal(s)  

1.8. Behavioral 
contract  

1.9. Commitment 

 
6.1. Demonstration of the   

 behavior  

6.2. Social comparison  

6.3. Information 
about 
others’   approval 

 
12.1. Restructuring the 
physical   environment  

12.2. Restructuring the social   

 environment  

12.3. Avoidance/reducing exposure 
to   cues for the behavior  

12.4. Distraction  

12.5. Adding objects to the   

 environment  

12.6. Body changes 

 
7. Associations 

 
7.1. Prompts/cues  

7.2. Cue signalling reward  

7.3. Reduce prompts/cues  

7.4. Remove access to 
the   

 reward  

7.5. Remove aversive 
stimulus  

7.6. Satiation  

7.7. Exposure  

7.8. Associative learning 

 
2. Feedback and monitoring 

 
13. Identity 

 
2.1. Monitoring of 
behavior by others 
without feedback  

2.2. Feedback on behaviour  

2.3. Self-monitoring of   

 behaviour  

2.4. Self-monitoring of   

 outcome(s) of behaviour 
2.5. Monitoring of 
outcome(s) of behavior 
without feedback  

2.6. Biofeedback  

2.7. Feedback on 
outcome(s) of behavior 

 
13.1. Identification of self as 
role   model  

13.2. Framing/reframing  

13.3. Incompatible beliefs  

13.4. Valued self-identify  

13.5. Identity associated with 
changed   behavior 

 
8. Repetition and 
substitution  

 
8.1. Behavioral   

practice/rehearsal  

8.2. Behavior substitution  

8.3. Habit formation  

8.4. Habit reversal  

8.5. Overcorrection  

8.6. Generalisation of 
target   

 behavior  

8.7. Graded tasks 

 
14. Scheduled consequences 

 
14.1. Behavior cost  

14.2. Punishment  

14.3. Remove reward  

14.4. Reward approximation  

14.5. Rewarding completion  

14.6. Situation-specific reward  

14.7. Reward incompatible 
behavior  

14.8. Reward alternative 
behavior  

14.9. Reduce reward frequency  

14.10. Remove punishment 

  3. Social support 

 
3.1. Social support 
(unspecified)  
3.2. Social support 
(practical) 
3.3. Social support 
(emotional) 

 
9. Comparison of 
outcomes 

 
9.1. Credible source  

9.2. Pros and cons  

9.3. Comparative 
imagining 
of   future 
outcomes 
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4. Shaping knowledge 

 
15. Self-belief 

 
4.1. Instruction on how to   

 perform the behavior  

4.2. Information about   

 Antecedents  

4.3. Re-attribution  

4.4. Behavioral experiments 

 
15.1. Verbal persuasion about   

 capability  

15.2. Mental rehearsal of 
successful   performance  

15.3. Focus on past success  

15.4. Self-talk 

 
10. Reward and threat 

 
10.1. Material 
incentive (behavior) 
10.2. Material reward 
(behavior) 10.3. Non-
specific reward  

10.4. Social reward  

10.5. Social incentive  

10.6. Non-specific 
incentive  

10.7. Self-incentive  

10.8. Incentive (outcome)  

10.9. Self-reward  

10.10. Reward (outcome)  

10.11. Future punishment 

 
5. Natural consequences 

 
16. Covert learning 

 
5.1. Information about 
health   consequences  

5.2. Salience of consequences 
5.3. Information about social 
and   environmental 
consequences 5.4. 
Monitoring of 
emotional   consequences  

5.5. Anticipated regret  

5.6. Information about 
emotional   consequences 

 
16.1. Imaginary punishment  

16.2. Imaginary reward  

16.3. Vicarious consequences 

  
 

 

 

 


